The authors recognize and acknowledge the difficulty in conducting this work. Interviews were not conducted at a consistent time and delirium was not consistently scored in the participating ICUs. Sample size was small. Perhaps, at best, this is directional work which sheds new light on the importance of patient recollection of the ICU experience. Nonetheless, our colleagues have added another dimension to PICS. We now recognize a correlation between time, memory, and the late consequences of pain in the ICU. Remarkably, there was no difference between surgical and medical patients.
What are we to do with this experience? Obviously, studies such as this must be refined and expanded. Can we identify triggers for counterproductive memories of the ICU stay? Should we seek to abolish memories or develop techniques to help our patients constructively redirect them? Recognizing that patient recall may affect not only the emotional impact of the ICU stay and perception of pain, but also relate to adverse economic and social consequences, we must thank these authors for expanding our awareness of patient memories gleaned from our work with them. What Has Religion Got to Do With It?* M aking decisions that affect a patient's very life are a complex, ethically and morally sensitive task. It is also legally and economically significant. It is nevertheless a necessary duty that frequently needs to be performed in the intensive care setting. In my experience, when my patients and their next of kin ask me my opinion, it is usually my best medical advice they want, only rarely my personal opinion. I always do my best, knowing that being professional is a lofty goal, and distractions abound.
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In our capacity as intensivists, we like to think that our decision-making processes, and the advice we provide to our patients and their next of kin, are logical and purely founded on scientific fact and medical experience.
If this were true, any doctor provided with a reasonably clear and complete patient history would likely come to very similar conclusions and give more or less identical advice. The article published in this issue of Critical Care Medicine by Putman et al (1) confirms what many of us probably suspect. It ain't necessarily so….
Putman et al (1) made a huge effort to evaluate factors influencing advice by U.S. physicians concerning further care of patients who present in a critical situation. They mailed a detailed questionnaire to 1,878 U.S. physicians of various specialties and locations across the United States. The response rate was 62% providing answers from 1,156 respondents. Unfortunately, it is impossible to know if the rather large group (38%) who did not respond would have provided significantly different responses.
The respondents were each presented with one variety of a standardized patient scenario describing the habitual state of a 47-year-old patient, cleverly constructed so that it could be varied in 32 different permutations.
The data collection for this study consists of three main parts. First, the respondents were asked to provide their own personal characteristics: for example, age, sex, ethnicity, medical speciality, religious persuasion, and level of religious engagement. In all, 30 different characteristics were registered. Second, the respondents were asked to evaluate, from the vignette provided, the patient's quality of life on a scale from 1 to 100. Third, the respondents were asked to submit a recommendation for further care in a scenario where the same patient had been admitted to hospital with aspiration pneumonia and acute respiratory failure, unable to communicate and without advance directives for care.
The answers were split in two groups for analysis: "palliative care only" or "full medical treatment."
Now for the interesting part: comparing how the personal data provided by responding doctors informed their understanding of patient's habitual quality of life, and how these interacted with their recommendation for further care in a medically disastrous situation.
The questions on religion were apparently inspired by earlier studies made in various countries, where the religious diversity of the population is usually much less than in the United States. In the present study, those doctors who presented religion as a very important aspect of their own life tended to estimate quality of life higher than those who were less religious or disinterested in religion. Their religious affiliation did not matter so much. This is intriguing because of the diversity of religions represented among the U.S. respondents: Christian, Jewish, Moslem, or Hindu seem to be less important than the degree of their religious commitment. Factors that did not appear to significantly influence the rating of quality of life were the doctor's own age, gender, and medical specialty.
Factors of the patient history that were the most important in estimating the quality of life rating were cognition and alimentation.
The quality of life rating had a huge influence on the recommendations that were given for further care; patients with severe cognitive defects or who were not feeding themselves before the event were the ones most likely to be recommended for palliative care. This seems logical enough.
Personally, I try to remind myself and next of kin that a patient who is in a poor habitual state of health before a catastrophic event, such as the one described in this study, will at best be brought back to his or her original pitiful state, if indeed such recovery is at all possible. Again the respondent doctors who were deeply religious evaluated the original quality of life higher and they were less likely to recommend technical limitations of care.
One weakness of this study is that the respondents were limited to answering the predetermined questions of the questionnaire. The responses could therefore only be interpreted by quantitative means. If one wanted to make a deeper analysis of the why-questions implied here, there are scientifically established qualitative methods available (2) . For example, chose a limited number of respondents for structured in-depth oral interviews permitting respondents to explain and expand on their choices. Recordings of such interviews can be systematically analyzed to yield key phrases and words. This makes it possible to better pinpoint, quantify, and define explanations that seem likely to be philosophic and religious rather than medical or scientific in nature.
The importance of investigations, such as this one, is that they invite us to reflect on our own practices and to define our own position in the world of ideas and ideals. To become self-aware and thus trustworthy in our communication with patients and their next of kin, we need to recognize that we all carry prejudices and preconceived ideas related to our cultural background and personal experience. These will inevitably influence our decisions whether we are aware of them or not. If we strive to make ourselves better aware of our own personal idiosyncrasies, we will be better prepared to respond to our patient's needs and demands even if they differ from our own. I still do not know what religion has to do with it, but it might be useful to know, don't you think?
